The initial management of a patient with a spinal cord injury (SCI) depends on the level, and the extent of the lesion, also the site and gravity of associated lesions, and on the age and the previous medical history of the patient.
Comprehensive SCI care systems have proved their efficiency beyond doubt, but unfortunately in many countries, even in the most developed, the patient currently is still subjected to a considerable number of dangerous hazards which can not only aggravate the primary spinal cord/or nerve root lesion, resulting in secondary spinal neural damage. Delay in transportation to and from local hospitals enhance these risks by physical, medical or surgical mishandlings as lack of knowledge can cause severe complications, which can be irreversible.
This fragmentation of management has been repeatedly condemned by Sir
Ludwig Guttmann (1973) and others, and might impede our hopes in evaluating new SCI therapies (Pappius; 1985) (Faden, 1986) .
New sophisticated diagnostic tools (CT -scan, Magnetic Resonance Imaging, Somatosensory Evoked Potentials, etc.) even when available, must not super sede the initial and repeated clinical neurological examination, which needs experience and must be performed before and after any attempt, either surgical or conservative, in obtaining reduction and fixation of the osteo-articular lesion.
Spinal cord injury must never be overlooked in an unconscious patient; clinical signs of SCI often exist, even in the presence of a severe head injury. In these cases, X-ray examination of the whole spine is mandatory as an emergency procedure, as well as recognising multiple injuries (Rogers, 1984) .
Treatment of the urinary bladder and sphincter impairment must be started immediately after injury. Different methods of drainage, continuous or inter mittent, will be described elsewhere in this Journal. Even in the best of hands, they can usually only minimise the risk of urinary tract infection. The recent introduction of sonography not only used as a non-invasive diagnostic tool to detect internal complications, can be useful to assess the degree of early suspected urinary complications. Sterile continuous drainage systems are indis-242 PARAPLEGIA pensable to control the early diuresis and fluid balance in cases of associated internal or severe peripheral lesions. The early use of prophylactic antibiotics, or chemotherapy for the urinary system is still a matter of debate.
Respiratory impairment, either neurogenic or caused by an associated chest lesion must be diagnosed and treated before it leads to acute respiratory failure.
The use of respiratory physiotherapy must not be neglected and is not only performed by physiotherapists, but must be familiar to all members of the staff around the clock. If severe neurogenic respiratory insufficiency is diagnosed, the use of an appropriate assistance must not be delayed. There is still con troversy between the early use of tracheotomy or naso-endotracheal intubation using low pressure high volume balloons (Gschaedler et at., 1979) (Barois et at., 
Conclusion
This presentation can only be a very partial overview of some of the aspects in the initial management which has many other facets and difficulties according to 'each individual patient ' (Bedbrook, 1985) ; and I would refer to papers published in this Journal during the past 25 years.
Unfortunately there is often a lack of appropriate teaching and proper training of the staff directly involved with these patients. This problem occurs even in the most advanced centres throughout the world, mainly due to the rapid turn over of staff. Treatment must not only be limited to a specialised group of therapists, but should be extended by the simplest and most understandable manner to those in other medical and paramedical disciplines who may possibly be involved. This can be very difficult but remains the duty of doctors specialising in the care of the spinal paralysed. 
